The development of a pain-management program tailored to the specific needs of patients with chronic low back pain (CLBP) requires the proper assessment of psychosocial factors affecting each individual. The Chronic Pain Coping Inventory-42 (CPCI-42) refers to coping strategies, which are commonly defined as the cognitive and behavioral techniques an individual may resort to in stressful or demanding situations. Evidence from a number of sources suggests that differences in pain coping strategies may significantly affect how an individual deals with chronic pain. We aimed to adapt the CPCI-42 to Polish cultural conditions (PL-CPCI-42) and then verify its psychometric properties based on a group of patients treated surgically due to herniated lumbar discs and coexisting spondylotic changes.
Background
Coping refers to the strategies used to deal with the negative impact of stress [1] . The relationships between pain intensity and psychosocial variables (e.g., pain coping strategies) have been extensively examined [2, 3] .
It was found that styles of coping and perceived social support are related to different profiles of psychosocial functioning of patients with low back pain (LBP) [4] [5] [6] [7] [8] [9] [10] . It is often emphasized that the effects of LBP are not limited only to motor dysfunctions since back pain is also related to negative impact on patients' social relationships, self-esteem, and life satisfaction or with such psychological disturbances as depression, anxiety, and somatoform disorders [4] [5] [6] [7] [8] [9] [10] .
Additionally, cognitive-behavioral models of chronic pain hypothesize that the way a person copes with pain influences how well the patient adjusts to the pain. Certain types of coping, such as the use of coping self-statements, are associated with better physical and psychological functioning among patients with chronic pain. Other coping strategies, such as paincontingent rest, guarding [11, 12] , and catastrophizing [13] , appear to be related to poorer functioning. Because chronic pain syndrome is strongly associated with behavioral adjustment, we believe an assessment of behavioral coping strategies in patients with chronic LBP (CLBP) is necessary [14] .
Furthermore, coping responses have been shown to be associated with physical and psychological functioning in patients with chronic pain [15, 16] . Assessment of coping strategies has received increasing attention, with several measures of cognitive and behavioral coping showing promise. Since coping efforts have been shown to affect chronic pain patients' well-being, an appropriate measurement instrument is essential [15, 16] .
There has been much discussion about the relative strengths of disease-specific versus more generic measures of disease outcomes [17] . Generic instruments, such as the health-related quality of life measures, enable comparison across conditions and facilitate benchmarking with healthy populations, but condition-specific instruments may enhance sensitivity for health domains germane to a particular chronic condition [18] . Furthermore, some authors argue that generic instruments are not sensitive to certain disease-specific improvements. Consequently, the existing generic instruments may not always be the best tools to assess the effect of an intervention [19, 20] .
The pain coping measure most widely used in patients with non-specific chronic pain syndromes is the Coping Strategies Questionnaire (CSQ) [21] . A Polish version of the CSQ evaluating 6 cognitive strategies (diverting attention, reinterpreting pain sensations, ignoring pain sensations, coping self-statements, catastrophizing, and praying/hoping) and 1 behavioral strategy (increasing behavioral activities) for coping with pain is available [22] . The CSQ has been noted to be more heavily weighted towards the measurement of cognitive rather than behavioral coping strategies [23] . Also, although many studies have demonstrated a strong relationship between the catastrophizing scale and patient adjustment, the remaining CSQ subscales have not been as strongly associated on a consistent basis with measures of adjustment [24, 25] .
The Chronic Pain Coping Inventory-42 (CPCI-42), an abbreviated version of the initially developed 65-item Chronic Pain Coping Inventory (CPCI) [14] , is used to assess behavioral and cognitive coping strategies employed to cope with pain during the preceding week [14, 26] . The 42 items of CPCI-42 are grouped into 8 subscales that include guarding, resting, asking for assistance, relaxation, task persistence, exercise/stretch, coping self-statements, and seeking social support [26] . Romano et al. [26] demonstrated very high correlations between the original CPCI and abbreviated CPCI-42 scales, as well as comparable internal consistency, test-retest stability, and validity coefficients. These findings support the reliability and validity of the abbreviated CPCI, and suggest that it could be substituted for the CPCI without sacrificing reliability and validity in situations where a briefer measure of coping with chronic pain is preferable. Furthermore, a shorter measure decreases assessment burden and increases the attractiveness and acceptability of a measure for both clinical and research purposes [26] .
To date, researchers have mainly adapted the CPCI-42 for use in Western countries (e.g., a Spanish validation) [27] . However, no researchers have attempted to produce a cross-cultural adaptation of the CPCI for use in Eastern-European countries.
Cultural adaptation of questionnaires drafted in foreign languages as a research project is a methodological standard in social sciences [28] . It was established that this is a necessary process due to the incompatibility of socio-cultural and economic conditions in countries where such methods were developed [28] . Such incompatibility leads to the situation in which a regular translation of the original, without considering the specific conditions of a given country, would provide a tool that does not necessarily reflect the assessed feature in a reliable manner; the results may be biased due to regionspecific factors [28] . The nature of a given culture may render questions, answers, or instructions ambiguous and different from the original intent of the author, possibly causing a situation in which they could not be used for comparison with the original questions, answers, and instructions [28] .
The aims of our study design were 2-fold. As there is no Polish version of the CPCI-42 (PL-CPCI-42), in the first part of the study we aimed to adapt this assessment tool to Polish cultural conditions and to verify its psychometric properties in a group of patients treated surgically due to herniated lumbar discs and coexisting spondylotic changes. We hypothesized that if we adapt the CPCI-42 to the Polish cultural conditions, we will achieve tools that are equivalent to the original English-language method.
The second part of the study was designed to examine the associations between chronic pain coping styles in patients treated due to herniated discs and coexisting spondylotic changes, as well as pain-related and the quality of life data. This article presents the first part of our research.
Material and Methods

Measures
The CPCI-42, a 42-item abbreviated version of CPCI, assesses cognitive and behavioral strategies for coping with chronic pain. These 42 items are grouped into 8 subscales: guarding, resting, asking for assistance, relaxation, task persistence, exercise/stretch, coping self-statements, and seeking social support. The Likert-style response scale included 8 levels (0-7) measuring the frequency with which the participants employed 42 coping strategies and the number of days on which they used each of these at least once to cope with pain during the past week [26] .
The initial validation process of the CPCI revealed high internal consistency among its 64 items [14] . In the initial validation process of the CPCI, each of the analyzed subscales demonstrated adequate to excellent test-retest stability (ranging from 0.65 to 0.90). In addition, the internal consistency of the multiple-item (i.e., not medication) scales ranged from 0.74 to 0.91 [14] . A 70-item version with a 6-item pacing scale related to coping behaviors has also been developed. Considering the 70-item CPCI, median internal consistency for the nine CPCI scales ranges from 0.70 to 0.94 for the 4 subsamples of chronic pain patients that constitute the standardization sample. Corrected correlations for the test-retest stability of the CPCI scales range from 0.55 to 0.84 [14] .
The abbreviated 42-item version has several advantages, including facilitation and acceptability, and its use can reduce the test burden in clinical or research settings. A previous study has already shown that the CPCI-42 is reliable and valid [26] . The Cronbach's alpha coefficients for the abbreviated scales are all 0.70 or greater, indicating adequate to excellent internal consistency. The CPCI-42 scales demonstrated a slight loss of internal consistency compared to the CPCI for 5 of the 8 scales, as would be expected given that all but 1 of these scales had fewer items [26] . The test-retest stability (Pearson's correlation) coefficients range from 0.61 for exercise/stretch scales to 0.81 for the guarding scale. The stability coefficients of the original and abbreviated scales are remarkably similar, indicating little loss of test-retest stability using the CPCI-42 [26] . Regarding the criterion validity of the CPCI-42, in terms of their relationship with measures of patient pain, depression, and disability, the pattern and magnitude of correlations between the CPCI-42 and the criterion measures are very similar to those between the original 64-item CPCI and the criterion measures [26] .
Additionally, to assess pain intensity and to examine the criterion validity of the PL-CPCI-42, we used the Numeric Pain Rating Scale (NPRS) [29] . The NPRS is a segmented numeric version of the visual analog scale (VAS) [30] . The anchors for this scale were "no pain" (0) and "pain as bad as it can be" (10) , and patients were instructed to circle the numeric value that best represented their current pain level [29] . The NPRS can be administered verbally (therefore also by telephone) or graphically for self-completion [31] . The NPRS takes 1 minute to complete and is easy to administer and score [31, 32] . Considering acceptability, chronic pain patients prefer the NPRS over other measures of pain intensity, including the pain VAS, due to comprehensibility and ease of completion [33] . High test-retest reliability has been observed in both literate and illiterate patients (r 0.96 and 0.95, respectively) before and after medical consultation [34] . For construct validity, the NPRS was shown to be highly correlated to the VAS in patients with chronic pain conditions (pain over 6 months): correlations range from 0.86 to 0.95. Considering ability to detect change, in clinical trials of pregabalin for chronic low back pain, the analyses of the relationships between changes in pain NPRS scores and patient reports of overall improvement which were measured using a standard 7-point patient global impression of change, demonstrated a reduction of 2 points on the pain NPRS scores deemed to be clinically important [35] . Similar results were found in LBP pa¬tients when changes in pain NPRS scores were compared to patient improvements in pain after physical therapy, using a 15-point Global Rating of Change scale [36] .
Translation procedure
The process of the Polish cultural adaptation of the Chronic Pain Coping Inventory-42 was carried out in accordance with the recommendations proposed by Beaton et al. [28] . In the first stage, 2 translators working independently translated the English version of the CPCI-42 into Polish. Polish was the native language of these translators. One of the translators, who had a medical background, was instructed in the whole process of the adaptation. The other translator had no medical background and received no information on the project.
In the second stage, a team comprised of the project authors and both translators identified differences in those translations and made a combined version.
In the third stage -the so called reversed translation -2 independent translators, who were native speakers of English, translated a compromise version of the Polish translation into the language of the original document. The translators were not familiar with the original language version. The objective of this stage was to assure equivalence of the 2 versions and to identify possible mistranslations.
In the fourth stage, the expert committee of translators, an orthopedic surgeon, and a psychologist reviewed all the translations. The task of this committee was to reach a consensus with regard to all the inconsistencies found in the translations and to create a pre-final version of the PL-CPCI-42. The translated PL-CPCI-42 was then pretested in a sample of 40 patients from the target population. Following that, persons undergoing assessment filled in the PL-CPCI-42 (Appendix 1) twice (before the surgical treatment and within a 2-day-interval.
Considering the translation process, most of the questionnaire items were translated easily, but some grammar discrepancies appeared because of different linguistic backgrounds. For example, in the PL-CPCI-42, we had to take female and male inflexions into account when translating verbs. As indicated above, we conducted a test of the pre-final version using 40 patients who had chronic back pain. Most subjects understood the translated items well and did not report difficulties during the completion of PL-CPCI-42.
The only item probably unfamiliar to Polish patients due to cultural differences was item 33 about self-hypnosis to relax, because this coping strategy is not commonly used as a relaxation technique in Poland. Therefore, in descriptive statistics of the PL-CPCI-42 in the test and in the retest, relaxation was the most rarely used coping strategy. Similar cultural differences also appeared (e.g., during Spanish adaptation of CPCI-42) [27] . In conclusion, the expert committee reached a consensus with regard to all the inconsistencies found in the translations, as well the necessity to adjust verbs to Polish grammar, including female and male inflexions.
Procedures
The study was carried out between January and June 2011. Ninety patients hospitalized during this period at the neurosurgical ward due to CLBP were approached and invited to participate in the study. The patients were recruited consecutively. All participants were in the care of the same consultant neurosurgeon.
All patients were adults (over 18 years of age) and had a confirmed medical diagnosis of CLBP. After complete description of the study, written informed consent was obtained from all the participants. Participants were assured of anonymity, as well as of the fact that a refusal to participate in the study would not affect their further treatment. The design of the study was approved by the Bioethics Committee of the Poznan University of Medical Sciences.
After enrollment, patients were asked to complete the questionnaires. The socio-demographic and clinical data such as age, gender, educational level, marital status, employment status, and back pain characteristics was collected. Moreover, medical records were reviewed for disease and treatment information (e.g., cancer diagnosis and number of comorbidities). Comorbidities such as glaucoma, diabetes, asthma, gastritis, rheumatoid arthritis, hepatitis B, hypertension, cardiac arrhythmia, and coronary disease were recorded.
Sample characteristics
Inclusion criteria were the following: age 18-65, CLBP of more than 12 weeks duration according to Sheer et al. [37] , with or without leg pain, and no previous spinal surgery. The causes of CLBP included herniated lumbar discs and coexisting spondylotic changes. All patients were treated operatively. Standard discectomy was applied in all study participants. Patients were not eligible if they had spinal trauma, tumor, spondylitis, previous spinal surgery, or if they were unable to communicate in Polish. We also excluded patients with addiction to drugs, narcotics, or alcohol.
Missing data
The Polish sample was complete; therefore, all calculations were computed with complete cases only.
Statistical analysis
In respect to statistical quantitative features, we determined means, minimal and maximal values, standard deviations, and 95% confidence intervals. In the quality field, we supplied the number of units for specific categories of a given characteristic and their relative percentage values.
We conducted the following tests on the psychometric properties of the PL-CPCI-42: to assess the internal consistency of the PL-CPCI-42, Cronbach's alpha was calculated for each of the 8 subscales. Cronbach's alpha values were accepted as follows: ≥0.80 as excellent, 0.70-0.79 as adequate, and <0.70 as poor [38] . We analyzed floor and ceiling effects (percent of patients with the minimal score and percent of patients with the maximum score). Ceiling and floor effects were considered to be present if more than 15% of respondents achieved the lowest or highest possible total score (ceiling and floor effects are not related to individual items) [39] .
The PL-CPCI-42 was completed twice to assess the test-retest reliability, using the intraclass correlation coefficient (ICC). Values of ICC above 0.80 were considered as evidence of excellent reliability [40] . Criterion validity was assessed by calculating the correlations of PL-CPCI-42 scales with measures of pain intensity (NPRS). Criterion validity coefficients were accepted as follows: rs=0.81-1.0 as excellent, 0.61-0.80 very good, 0.41-0.60 good, 0.21-0.40 fair, and 0-0.20 poor [40] . The borderline value of statistical significance was set at p=0.05. Test results with a greater value than this were deemed to be statistically irrelevant. Statistical analysis was carried out using the Statistica program.
Results
Sample characteristics
The analyzed group was composed of 54 men (60%) and 36 women (40%). The average age was 43.47 years (SD 10.21), range 26-64. The average duration of pain in the lumbosacral spinal region was 49.37 months (SD 64.71), range 3-300. Tables 1 and 2 summarize the socio-demographic and clinical characteristics of the study participants.
All patients underwent a magnetic resonance scan and lumbosacral spine X-rays, regarding the following degenerative This work is licensed under a Creative Commons Attribution-NonCommercial-NoDerivs 3.0 Unported License changes: facet hypertrophy, hypertrophy ligamentum flavum, osteophytes of vertebral bodies, and narrowing of the neural foramen. The evaluation of degenerative changes and signal intensity changes in vertebral body marrow adjacent to the endplates of degenerative discs in the lumbar region was carried out according to the Modic scale [41] . For a detailed radiological evaluation of the degenerative spine disease, see Table 3 . Table 4 presents minimum, maximum, mean scores, and 95% confidence intervals obtained from the 8 dimensions of the PL-CPCI-42 and the NPRS-PL, in the test and in the retest. The patterns of means differed slightly across dimensions of the PL-CPCI-42. Resting, guarding, and coping self-statements were frequently used as coping strategies in the test and in the retest, in contrast to relaxation and exercise/stretch. Intensity of LBP, as determined in the NPRS-PL, was 5.70 cm (SD 1.86) out of 10 cm in the test and 5.66 cm (SD 1.85) in the retest.
Distribution of the results
Floor and ceiling effects (content validity)
Patients with the minimum score can be seen in all of the PL-CPCI-42 dimensions in the first completion and in almost all subscales, except for the guarding domain, in the second completion of the inventory. Patients with the maximum score were identified in the first test of the PL-CPCI-42 in the guarding, resting, asking for assistance, task persistence, exercise/stretch, coping self-statements, and seeking social support domains. Patients with the maximum score were also identified in the retest of the PL-CPCI-42 in the following subscales: resting, asking for assistance, task persistence, coping self-statements, and seeking social support (Table 5) .
Internal consistency and test-retest reliability 
This work is licensed under a Creative Commons Attribution-NonCommercial-NoDerivs 3.0 Unported License most of the PL-CPCI-42 subscales both in the test and in the retest. Cronbach's alpha values were good for the asking for assistance, coping self-statements, and seeking social support domains (0.83, 0.80, 0.83, respectively) in the test, and for guarding, asking for assistance, exercise/stretch, coping selfstatements, and seeking social support domains (0.80, 0.86, 0.86, 0.88, 0.83, respectively) in the retest Test-retest reliability of the PL-CPCI-42 was assessed using the ICC and varied from 0.53 (relaxation domain) to 0.84 (asking for assistance and coping-self statements domains). Moreover, guarding, resting, asking for assistance, exercise/stretching, and coping self-statements had satisfactory ICC values of 0.78, 0.74, 0.84, 0.81, and 0.84, respectively (Table 6 ). Table 7 lists correlations between the PL-CPCI-42 subscales and NPRS-PL. With the exception of task persistence and exercise/stretch, all subscales were significantly correlated in the test with the NPRS-PL. In the second completion of the PL-CPCI-42, guarding, resting, asking for assistance, and relaxation domains were associated with pain intensity. 
Criterion validity
PL-CPCI-42 subscales
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Discussion
The purpose of the present study was to investigate the psychometric properties of the PL-CPCI-42 in a group of patients treated surgically due to herniated lumbar discs and coexisting spondylotic changes. The cause of lumbosacral spinal pain in our study group was strictly diagnosed and confirmed by magnetic resonance imaging. Moreover, the degenerative changes in the lumbar spine were evaluated according to the Modic scale [41] .
It must be emphasized that multicultural research has shown that chronic pain coping styles might be affected by social and cultural background [27, 42] . To date, researchers have mainly adapted the CPCI-42 for use in Western countries [27] . GarciaCampayo et al. have indicated that the translated versions of the CPCI-42 are reliable and valid, although they have encountered some difficulties related to grouping and labeling of coping methods, and found cultural and linguistic discrepancies in some items [27] .
Ko et al. are the authors of the first CPCI-42 version for use in
Asian countries [42] . Until now, no researchers have attempted to analyze coping styles by means of CPCI-42 in patients with CLBP from Eastern-European countries.
Our findings, consistent with previous reports [26] , support the validity of the PL-CPCI-42 scales. We indicated that the PL-CPCI-42 is similar to the original CPCI-42 in test-retest reliability, internal consistency, and concurrent validity, after application to an Eastern-European country patient population.
In particular, the Cronbach's alpha for the CPCI-42 were all 0.70 or greater, indicating adequate to excellent internal consistency [26] , whereas the alpha coefficient of the Polish version was above 0.76 for all except relaxation and task persistence domains in the test and above 0.73 for all except for relaxation domains in the retest. The PL-CPCI-42 scales demonstrated a slight loss of internal consistency compared to the CPCI-42 for 4 of the 8 scales in the test and in the retest [26] .
The test-retest stability (ICC values) for the Polish version of the CPCI-42 range from 0.53 (relaxation domain) to 0.84 (asking for assistance and coping-self statements domains). Pearson's correlation coefficients of the original version of CPCI-42 range from 0.61 for exercise/stretch scales to 0.81 for guarding scale [26] . Guarding, resting, asking for assistance, exercise/stretching, and coping self-statements of PL-CPCI-42 had satisfactory ICC values of 0.78, 0.74, 0.84, 0.81, and 0.84, respectively. The stability coefficients of the original and Polish versions are remarkably similar, indicating higher coefficient values regarding 4 scales (resting, asking for assistance, exercise/stretch, and coping self-statements domains) and lower values when compared to the original CPCI-42 regarding guarding, relaxation, task persistence, and seeking social support [26] . However, the displayed differences might be partly related, as shown above, to different indicators of test-retest stability.
Furthermore, considering the test-retest stability differences between the original and PL-CPCI-42, it should be noted that CPCI-42 stability was calculated for a 2-week to 1-month follow-up interval [26] , whereas the PL-CPCI-42 was applied during the pretreatment period at a 2-day interval. As Romano et al. stated [26] , a 1-week to 1-month follow-up interval was chosen to assess stability because less change would be expected during this period than during treatment or the adjustment period immediately after intensive multidisciplinary pain treatment. As they stated [26] , the assessment of test-retest stability would ideally have been conducted at 2 time points just prior to treatment, because little change in coping would be expected during that time period, as was conducted during adaptation of PL-CPCI-42.
Considering the criterion validity of the PL-CPCI-42, in terms of its relationship with measures of patient pain, the pattern and magnitude of correlation between the PL-CPCI-42 and the NPRS in 2 scales (resting and exercise/stretch) are similar to those between the original CPCI-42 and the same criterion measure [26] . Guarding, asking for assistance, and task persistence in the PL-CPCI-42 have a criterion validity lower than that observed in the CPCI-42 [26] . In the coping self-statements and seeking social support domains, the pattern and magnitude of correlations between the PL-CPCI-42 and the NPRS were opposite to the original CPCI-42 criterion validity [26] , because the correlations of the NPRS with the PL-CPCI-42 were low, but statistically significant and positive.
As mentioned above, numerous studies have shown that LBP severely affects multiple domains of psychosocial functioning, including social relationships, self-esteem, mood, family duties, life satisfaction, and independence in satisfying one's own needs. Considering chronic pain syndrome is strongly associated with behavioral adjustment, it is important to include an assessment of behavioral coping strategies in patients with CLBP [14] . Although the CPCI-42 assesses cognitive and behavioral coping efforts, it is mainly used to measure behavioral strategies for coping with chronic pain. These coping strategies include ones that are taught and encouraged during treatment (e.g., relaxation, exercise, task persistence), others that are discouraged (e.g., guarding, resting, asking for assistance), and 1 neutral strategy (seeking social support) [14] .
Furthermore, it is emphasized that in fact, one of the goals of the CPCI-42 is to identify those coping strategies that are most important to patient functioning [24] . In a study conducted by Ko et al. [42] in a Korean population with chronic pain for more than 3 months and/or recurrent back pain and with/without radiating pain, it was indicated that exercise/stretch and resting were frequently used as coping strategies, in contrast to asking for assistance and relaxation. Meanwhile, in our study, regarding patients with CLBP due to herniated lumbar discs and coexisting spondylotic changes, guarding and coping selfstatements were frequently used as coping strategies in contrast to an exercise/stretch strategy.
Relaxation was a relatively rarely used coping strategy in both the Polish and Korean patient samples. Ko et al. stated that these findings may be due to cultural differences with regard to relaxation-related coping skills; for example, self-hypnosis, suggested in item 33 ("used self-hypnosis to relax"), was unfamiliar to most Korean patients [42] . It has been suggested that this item represents a rarely used strategy in Spanish populations as well [27] .
Jensen et al. [43] noted that most of the analyzed research failed to find significant correlations between pain severity and coping strategies, as measured by the CSQ subscales: ignoring pain and coping self-statements. Moreover, he pointed out that significant inverse relationships were found between pain severity and ability to control and decrease pain in most of the studies analyzed [43] . However, our study indicated that pain intensity was significantly correlated with guarding, resting, asking for assistance, relaxation, coping self-statements, and seeking social support domains. These findings indicate that more severely affected patients used the above-mentioned strategies to cope with their pain more frequently. Guarding (extent to which a patient reports restricting the use/movement of a body part as a way of coping with pain), resting (extent to which a patient uses pain-contingent rest (e.g., lying down) as a way to cope with pain), and asking for assistance (frequency with which a patient asks for help with a task when in pain) constitute the so-called illness-focused coping domains, which may be especially helpful for patients with intense CLBP due to herniated lumbar discs and coexisting spondylotic changes confirmed by magnetic resonance image, just prior to surgical treatment. The remaining subscales (relaxation, coping self-statements, and seeking social support), despite being the subscales focusing on wellness, involve efforts patients undertake to cope with the intense spinal pain they report before surgical treatment. Moreover, the obtained values are considered as evidence of fair and good criterion validity.
We demonstrated that task persistence and exercise/stretch coping strategies are not related to pain severity. The number of days per week a patient stretches various muscle groups, engages in muscle-strengthening and aerobic exercise, as well as the extent to which a patient continues normal activity despite the pain, are not regarded as avoided or undertaken strategies in patients with severe spinal pain, and may not be considered as significant during implemented multidisciplinary pain rehabilitation programs following surgical treatment. Therefore, this might decrease the efficacy of postsurgical rehabilitation.
When comparing the group of 90 patients investigated in the current study with previous studies concerning the psychometric properties of the CPCI-42, homogeneity of the Polish sample in terms of medical diagnosis, race identity, and employment status must be emphasized. We analyzed a group of patients with chronic pain subjected to surgical treatment due to herniated lumbar discs and coexisting spondylotic changes, hospitalized on a neurosurgical ward only. The cause of lumbosacral spinal pain in our study group was strictly diagnosed and confirmed by magnetic resonance imaging. Moreover, the degenerative changes in the lumbar spine were evaluated according to the Modic scale [41] .
Romano et al. [26] , in a study reporting the reliability and validity of CPCI-42, examined 154 adult patients with chronic pain who were recruited to participate in a longitudinal process study of a multidisciplinary pain treatment program at the University Center. The average age of the 154 study participants was 43.46 years, similar to our study. Most of the patients (63%) were married, and Caucasian ethnicity was reported by 90% of subjects. The most common primary site of pain was the lower back (38%), followed by the neck (16%), upper extremity (14%), lower extremity (10%), and head (8%). Fourteen percent reported their primary pain to be in other sites. Duration of pain ranged from 4 months to 48.44 years [26] . Nine percent had not completed high school, 20% had a high school education or equivalent, and the remaining had at least some college or vocational/technical school training. Financial compensation for pain was reported by 62%. Sixtyfive percent reported being unemployed due to pain and 14% had litigation pending related to the pain problem [26] .
In a similar study by Ko et al. [42] regarding the Korean version of the CPCI-42 (KO-CPCI-42), 142 patients with chronic low back pain from outpatient clinics and the University Hospital were recruited [42] . The participants had suffered from chronic pain, similarly to our study, for more than 3 months, and/ or recurrent back pain with/without radiating pain; the group was composed of 38 men (27%) and 104 women (73%), with a mean age of 47.9 yrs. On physical examination and imaging study, chronic radiculopathy was diagnosed in 19.4% of participants and degenerative spine diseases such as spinal stenosis and spondylosis were diagnosed in 10.2%. The remaining patients (70.4%) were diagnosed with chronic sprain or nonspecific chronic low back pain [42] . Therefore, the Korean sample was less uniform when compared to the Polish sample.
Although the relatively homogeneous sample was investigated in the current research, some limitations of the present study should be pointed out, since patients participating in a study may not be representative of all individuals with chronic pain. It is necessary to emphasize that only patients with chronic pain lasting at least 12 weeks, with an average duration of pain in the lumbosacral spinal region of 49.37 months, were investigated in the current study. The characteristics of our study sample also limit the generalizability of the presented findings to adult patients suffering from CLBP caused by herniated lumbar discs and coexisting spondylotic changes only. In addition, most of patients were working full or part-time and were married. Considering place of residence and level of education, patients were recruited from all investigated subgroups. Furthermore, conservative treatment was applied first in all patients, and assessment took place 1 week before the surgical treatment at a single University Center.
A further limitation of our study is that the PL-CPCI-42 was not compared to other measures of coping such as the CSQ, which evaluates 6 cognitive and 1 behavioral strategy. Furthermore, considering the use of the NPRS to calculate the concurrent validity, the absence of a criterion standard in measuring pain level is significant. The most commonly used scales, both in ordinary clinical work and in research, are the continuous VAS, discrete categorical scales like the verbal rating scale (VRS), and the NPRS numerical rating scale [44] used in this study. Although widely applied, there is so far no support, as indicated by McQuay [45] , for a rational choice of any one of these scales even though the NPRS has previously been recommended as an outcome measure for chronic/idiopathic pain clinical trials [46] . Additionally, according to Lund et al. [44] , there is controversy in the literature regarding which rating scale is most sensitive to change. Breivik et al. [47] reported that assessments of acute pain with a 4-category VRS were less sensitive than the VAS, while the VAS and an 11-category NPRS showed similar sensitivity and were recommended for use based on subjective preference [47] .
In light of the indicated limitations, and to expand the generalizability of the current study, we suggest that future studies should examine males and females with chronic pain in a longer follow-up after surgical treatment, as well as patients screened for participation in a rehabilitation program, with more subjects recruited from single, widowed, or divorced patients, as well as those receiving a disability pension or in retirement. Thus, additional research would be required to evaluate longitudinal validity and responsiveness for these interventions.
Complementary research is also required for patients with CLBP treated conservatively to determine the associations between behavioral and cognitive pain coping strategies and socio-demographic data, psychological variables, and selected clinical and radiological evaluation of lumbar disc herniation and coexisting spondylotic changes.
Conclusions
The findings of the present study extend previous findings concerning low back pain adaptation and provide evidence of the usefulness of the PL-CPCI-42 in the assessment of coping strategies significant to chronic pain adjustment in adult patients with diagnosed herniated lumbar discs and coexisting spondylotic changes. In particular, it provides a possibility for the analysis of the behavioral dimension of coping, in addition to cognitive coping efforts, both of which are necessary in the creation of multidisciplinary pain management and rehabilitation programs. Furthermore, task persistence and exercise/stretch may not be considered by patients as significant, possibly leading to lower efficacy of the postsurgical rehabilitation program. 
